there is obstruction to the finger, the colostomy is too small. Colostomies are frequently stenosed or the site of a hernia.
I have formed definite views on how a colostomy should be constructed but my efforts often fall short of the ideal. I have found the following technique satisfactory up to date.
Construction ofa Colostomy Because of the importance of a sound colostomy to the patient and because of the high incidence of complications (some 12 patients a year are admitted to St Mark's Hospital for colostomy revision) the colostomy should be established at the beginning of the operation for rectal excision and not as the last, hurried step at the end of a long and difficult operation. If it is done at the start, the layers of the abdominal wall are in exact anatomical apposition, a state immediately lost after the paramedian incision is made.
At the beginning of an operation the surgeon is more inclined to take time and trouble on what to him is a minor part of the operation. If a crisis arises during the operation, the colostomy is already constructed and the surgeon can terminate the operation quickly. Siting: (1) The colostomy should be sited where a colostomy belt is comfortable and where it can be seen and touched. (2) It should be inside the linea semilunaris on the opposite side to the paramedian incision.
Technique Discs of skin, subcutaneous fat and anterior rectus sheath, 3 cm in diameter, are excised at the outer margin of the rectus muscle. The anterior rectus sheath is sutured to the deep fascia of the subcutaneous fat; this reduces the incidence of subcutaneous hernia. The rectus muscle is divided transversely, care being taken to ligate the branches of the deep epigastric artery. A cruciate incision is made in the peritoneum a little smaller than 3 cm in diameter. The colon is exteriorized through the stoma and the colon edge sutured to the circular skin incision with 8 catgut sutures.
No other fixation of the colon to the abdominal wall is made unless, by an error, too much colon has been resected and the colostomy tends to retract. The colon can be secured by stitching appendices epiploice to the rectus sheath, or passing a glass rod between the colon and its mesentery at the skin level.
Since 1949 I have mobilized the splenic fiexure as a routine procedurethe colostomy, therefore, comes out directly across the peritoneum from the left end of the transverse colon so that the question of the lateral space and its closure does not arise. This technique of transperitoneal colostomy is directed towards spontaneous function and I believe that such a colostomy will act twice a day, after the morning and evening meals. There will be no need for colostomy wash-outs.
When discussing a colostomy it should be appreciated what has been lost with the rectum: (I) The sensory side of defecation.
(2) The control of the voluntary and involuntary sphincters.
(3) The expulsive contraction of the rectum itself. (4) The downward thrust of the voluntary raising of intra-abdominal pressure.
All that remains to expel the ftcal contents is the peristalsis and mass contractions of the colon. This being so, it is essential that there should be no obstruction to the colostomy outlet. If there is obstruction the colon will be unable to expel any fmcal residue by its normal propulsive mechanisms and such a colostomy will only act when the whole colon is impacted with feces and intracolonic pressure is raised above normal. This colostomy, if left to act spontaneously, will do so in frequent small amounts and irregularly. Such an obstructed colostomy needs a wash-outwhich makes the colonic contents liquid so that they can then be evacuated through the stoma.
Mr C Patrick Sames (Royal United Hospitals, Bath) Extraperitoneal Colostomy An extraperitoneal colostomy only applies to a terminal iliac or pelvic colostomy. It was devised to avoid closing the lateral paracolic space and so to prevent a small bowel obstruction (Sames 1958, Lancet i, 567; Goligher 1958, Brit. J. Surg. 46,196) . Beforeusingthis methodIfoundit difficult to close this lateral space whether from above or below and it seemed to leave a chance of obstruction of the small bowel by it being caught in the sulcus that was left. By bringing out the bowel extraperitoneally the left paracolic gutter is done away with and no longer exists.
Some surgeons overcome the difficulty by bringing out the bowel in the midline, thus making the space so large that obstruction is unlikely, although not impossible. Incidentally, for a terminal mid-transverse colostomy I would recommend excision of the umbilicus and exteriorizing the bowel there.
In addition to avoiding the risk of obstruction, from strangulation of loops of small bowel in the lateral space, my method avoids the occasions where bowel becomes obstructed and adherent to the under-surface of the colon or its mesentery, where it passes through the abdominal wall. It also avoids a hernia alongside the bowel, which can be an awkward complication in the traditional form of colostomy. A further advantage is the inability of the colostomy to prolapse, due to the fixation of the colon to the abdominal wall as it passes through it.
Technique
The colon should be brought out as a colostomy before the formation of the new peritoneal floor. In order to avoid trouble with the ureter and the spermatic or ovarian vessels, one should remember that, although the bowel passes extraperitoneally, it is still within the investing fascia. I cut out a complete circle of skin, muscle and fascia down to the extraperitoneal plane. This is done by a circular trephine, counter-pressure being obtained by a small wooden block which is inserted behind the abdominal wall. An assistant steadies the skin around the cutting edge to facilitate a clean cut. The previously divided bowel is brought through this hole by a pair of Duval forceps. The length should not be too great, and no excessive kinking should occur at the lower end of the descending colon. If there are kinks, the bowel is brought farther out and shortened later. I begin the pelvic repair at the site of the inferior mesenteric ligation, burying the stump and working distally towards the bladder, usually making an inverted Y-shaped closure. A few interrupted sutures are sometimes required on the left to cover the descending colon where it sweeps upwards towards the colostomy. Difficulty may be experienced where the pelvic colon has been unduly attached and where its mobilization has caused a bare area, but it can then be brought out in the extrafascial plane and the peritoneum repaired over it.
When the abdomen has been closed I adjust the length of the bowel if necessary and make a primary mucocutaneous suture using eight interrupted cotton stitches at the points of the compass. I think this step, described by Butler (1952, Proc. R. Soc. Med. 45, 41) is probably one of the greatest advances in proctology and I have never had cause toregret it in five years norhad a case of stenosis. If the sutures are not removed granulomata may form which look like a recurrence of carcinoma.
Another advantage of this colostomy is that, should there be anxiety about the blood supply, or its recession, any subsequent trouble will be in the extraperitoneal plane.
The operation of 'colostomy revision' never features now in an operation list. There is one small objection and that is that the self-retaining retractor, small bowel packing and the drapes have to be removed during the operation, prior to repair of the peritoneal floor, but I find that the advantages far outweigh this.
Mr E G Muir (London): Mr Henry Thompson's method of colostomy is noteworthy for his attention to details. I do not think it right to perform the colostomy before the abdomen has been explored; we can never be certain of what will be found. As regards the site, some of the worst hernias I have seen were round a colostomy through the rectus sheath: I prefer when possible to make it through the oblique muscles. Mr Thompson uses a right paramedian incision to mobilize the splenic flexure; this can be difficult and I prefer a left paramedian approach.
Mr Sames has mentioned suturing of the mucosa to the skin. This is important but breakdown and recession of the colostomy may take place. I prefer to suture the colostomy to the skin under local anesthesia four to six days after operation; this saves the anxiety of retraction and is easily done. Mr A Lawrence Abel (London): I agree the abdomen should be explored first. The object of the operation is to remove the maximum of the dangerous part of the pelvic colon. If it is cut at right angles to the primary ligature there will almost always be the right length of descending or pelvic colon to come up to the surface for the colostomy. I agree that the distance of the colostomy should be one-third from the anterior superior spine and twothirds from the umbilicus. In an obese person it should be a little higher in order to facilitate attention.
We always stitch the peritoneum of the inner abdominal wall to the bowel, but not penetrating into the bowel lumen. The second tier of sutures attaches it to the aponeurosis of the external oblique muscle. The mucosa should always be stitched to the skin just after the abdominal wall has been closed.
A running stitch inside closes the lateral space. If it is not closed, and the patient returns with an obstruction, the chances are that the small gut has gone up and not down the paracolic gutter. Mr C Patrick Sames (Bath): The virtue of bringing the bowel out extraperitoneally is that it does away with the need for suturing other than the eight interrupted mucocutaneous sutures already mentioned. I deplore the use of a continuous stitch for fear of promoting a stenosis. Suturing of the bowel deeper than at the skin risks perforation of the bowel and secondary infection.
Mr E G Muir (King's College Hospital, London)
An Anal Colostomy in the Perineum In a discussion on colostomy, mention should be made of the formation of a sigmoid stoma in the anal region surrounded by the external sphincter, in fact an anal colostomy. Those surgeons who perform this operation do not describe it so; it is advocated as a means to avoid a colostomy and I use the name to include it in our discussion.
It is generally accepted that the essential requirement for anal continence is the retention of the puborectalis fibres of the levator ani and at least a few centimetres of the adjacent rectal
